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Abstract 
Also known as social investigations or field surveys, social fieldwork documents (SFDs) are required by psychiatrists, 
psychologists or medical expertise commissions for establishing a diagnosis or assessing the seriousness of a disease or for 
establishing a therapeutic strategy. The first part of the paper comparatively analyses two “extreme” types of accomplishing 
SFDs: the “permissive” model and the “hyper-formalized” model; the conclusion we have drawn is that there is no unanimously 
accepted methodology in the domain. This is the reason why in the present paper we suggest a methodological model that 
comprises  a  cognitive  matrix,  as  well  as  a  set  of  procedures  (how  one  should  search),  which  are  meant  to  improve  SFDs  
methodology. The suggested methodological model is theoretically grounded on ICF, The International Classification of 
Functioning, Disability and Health (ICF,2004), and it is based on the concept of social functioning. 
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1. Introduction. The role of SFDs 
The present paper is theoretically and operationally conceived in accordance with ICF (International 
Classification of Functioning, Disability and Health) (ICF, 2004)  and it suggests a minimal methodology for 
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creating SFDs (Social Fieldwork Documents) for persons who have been psychiatrically diagnosed (psychiatrically 
assessed). 
 Social fieldwork documents (SFDs) are also known as social investigations or fieldwork surveys and are often 
required by the psychiatrist, psychologist or specialty commissions (e.g. in elaborating the expertise of someone’s 
working capacity) for specifying the diagnosis, assessing the seriousness of the disease, as well as for establishing 
the therapeutic strategy. Social fieldwork documents lift the veil from the patient’s daily behaviour expressivity and 
bring information as regards the organization of his/her personal life; thus, SFDs can significantly contribute – when 
they are required – to the elaboration of these persons’ “life pattern”. 
The need to use SFDs may be justified by the fact that the very living context determines or favors the psychical 
disturbance of a person. “The factors which generate nervosas are basically social...the present civilization, which is 
based on competition and aggressiveness, and constitute the ground upon which pathological personalities are 
formed’’ (Horney, 2010.) The same type of correlations can be found in the definitions of neurosis. ,, Generally, 
neurosis means poor ability to adapt to one’s environment, an inability to change one’s life patterns, and the inability 
to develop a richer, more complex, more satisfying personality.’’(Boeree, 2002)    
2. Ways of approaching and presenting SFDS: comparative analysis 
Since there is no unanimously accepted methodology in the domain we start our analysis with a reference to the 
most common SFDs model, the one used in most cases. We are going to coin this method as the “permissive 
model”. In this case, the activity performed by the social worker, the elements he/she tries to identify on the field 
and the manner in which he presents the collected information is to a large extent due to his/her background: cultural 
factors, interests, mood. In numerous cases, the SFP operator is subject to external confinements. In this situation, 
SFDs should only confirm the medical investigation. The operator is often unaware of what to look for and, thus, 
he/she may bring incomplete or irrelevant facts from the field investigation in the absence of a cognitive frame in 
which he/she may include collected information; moreover, the operator is also not guided where from to gather the 
data in the absence of specific approach procedures. Due to these reasons, in conformity with this model, different 
field operators could make different presentations of the same situation. Moreover, due to the above mentioned 
shortcomings, the operator might encounter not just epistemological difficulties, but also deontological problems, 
too, i.e. problems specific to ethical deontology. We may also identify approaches that follow only one direction of 
investigation; in such a situation, information may come either from the patient or from someone outside the 
patient’s family, such as a neighbour, for example; in either case the gathered information does not support a valid 
investigation. If the operator only knows the way the patient is perceived from the outside, e.g. “the operator only 
asks the neighbours”, in such a situation the accord of the patient as regards the potential dissemination of 
information in relation to his/her health is ignored. Some other times it happened in numerous cases, due to the 
discretion of the patient and his/her family, for the neighbours to be unaware of the existing situation so that the 
functioning issues basically occurred within the patient’s house and not outside it. 
The second model of knowledge and presentation specific to SFDs could be conceived on the basis of several 
assessment scales subsequent to the operationalization of certain pre-established indicators, which are selected on 
the basis of a conceptual and theoretical basis. This model is meant to bring more accuracy and objectivity to the 
investigation process. We are going to coin this method as “the formalized model”. In this model, in a similar case, 
different operators should conceive the same type of assessment. However, formalized language is not characteristic 
of social sciences especially that SFDs would be difficult to test. There are many situations and a large number of 
connotations that might be selected when they are applied to a questionnaire that needs to be ticked. This can 
inevitably lead to a “scarcity” of the “material” and, thus, it is recommendable to avoid model no. 2 and to choose 
the former one, which is more “luxuriant” as regards its potential expressivity. 
3. Towards a new methodological model 
In our opinion we should use a third model for drawing up social fieldwork documents. Thanks to this third 
model, the drawing up of the social fieldwork documents will be made by means of qualitative language, which is 
more appropriate for this type of investigations than the formalized one; however, the field investigation must be 
105 Mihai Nedelcu and Elena Nedelcu /  Procedia - Social and Behavioral Sciences  127 ( 2014 )  103 – 107 
performed in conformity with a pre-established guide, i.e. a cognitive matrix and in compliance with certain 
approach procedures. 
Generally speaking, the role of any SFDs, no matter the diagnosis of the case for which it is required, is to assess 
“disability” or social functioning, understood as an interaction between the individual who suffers from a disease 
and the contextual factors within his/her living environment (the concept of “disability” is not similar with the one 
of “disease”). ,, The concept of impairment, disability and handicap.....and this conceptual framework has been 
reflected in the evolution of measurements of physical functioning. From the early impairment scales (......), 
attention shifted towards measuring disability (...) and  later to handicap( fulfilment of social roles, working ability 
and household activities). (McDowell & Newell, 1987) According to our experience (Nedelcu, 2011a; 2011b) and 
the theoretical and operational approaches included in the ICF (ICF, 2004), we suggest in considering the 
complexity and variety of cases and situations that we have investigated so far, we appreciate that such a 
methodology could be presented more as a cognitive guide than as a file which collects data in an excessively 
formalized way. Although minimal, the need of a methodology cannot be denied (the methodology attempts to 
define the purpose and objectives specific to SFDs, as well as the means whereby these could be achieved so that 
any errors in the domain might be avoided). Actually, trying to identify the coordinates of social functioning the 
operator will try to answer questions like: “what does the patient do” and “how the patient is” in his/her living 
environment. Expressed as an evaluative indicator, social functioning is a synthetic method derived from the 
assessment of the following components: individual activities and social participation, behavioural expressivity and 
living context.
The methodology for SFDs includes a cognitive matrix, as well as a set of procedures for approaching cases. 
 The cognitive matrix guides us towards identifying the necessary information on the field so that it would be 
relevant for the applicant. Operationalized dimensions within the cognitive matrix: a. Individual activities and social 
participation;b. Behavioural expressivity c. Living context 
In conformity with ICF (ICF, 2004), each of these components may be used  in evaluation on the basis of a scale 
(assessment), after providing descriptions with specific qualitative language. 
Component  a:  individual activities, social participation (“what the patient does”). 
Description: Everyday common activities within and outside the house where the patient lives (personal care, 
housework, lucrative activities, destinations and the number of times the patient leaves the house). - The patient’s 
contact with other social groups, interpersonal contacts and sociality. 
Assessment: Performance; efficiency; specific features; limitations; restrictions. Degree of autonomy.
Component  b: behavioural expressivity (“how the patient is”) 
Description: Presenting somatic symptomatology, psychological reactivity, sociability, communication and 
behavioural disorders. 
Implications: Establishing the extent to which and the way in which this expressivity influences the 
accomplishment of daily activities. Establishing the patient’s degree of adaptation and his/her social integration.
Component c: living context 
Description: Age; other identification data; profession (only relevant data to be included).
History of diseases (relevant data to be included). Civil status, dwelling, number of persons with whom the 
patient  lives  (if  the  case  may  be  –  only  relevant  data  to  be  included).  Relations  established  with  other  persons,  
financial situation (only relevant data to be included). 
Assessment:Favourable/ unfavourable context (the extent to which the situation is perceived as 
favourable/unfavourable). 
Procedures for approaching the case  are necessary for validating information, observing professional ethics and 
for mitigating the operator’s risks, which are inherent for fieldwork. The role of procedures and their inclusion in 
the minimal methodology of SFDs is to ensure unitary approaches on cases, the validity of collected information, 
the observance of professionally ethical parameters and the mitigation of risks that might be encountered on the 
field. As regards the approach procedures it is important to take into consideration the fact that unilateral 
information – i.e. information collected only from one perceptive area: either from the family members (internal 
perception) or from neighbours, for example, (external perception) – may compromise a valid social assessment and 
may contradict professional ethics. That is why we recommend that such situations should be avoided; similarly, we 
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admit the existence of situations in which the diagnosis or the constraints encountered on the field may justify the 
focus on the investigation of one or another of the two mentioned perceptive areas. 
4. Case study 
Using the previously indicated structure, social fieldwork documents (SFDs) could be drawn up as in the example 
given below. We refer to a case in which the patient demands to be granted a disability pension subsequent to a 
psychiatric diagnosis. The psychiatrist working for the social welfare system required that social fieldwork 
documents should be drawn up so that he would create a complete clinical profile of the patient.
5. Social fieldwork documents (SFDs) 
Life context. Aged 57 and having about 40 years of work experience as a mechanical fitter with Republica and 
the Cable Factory (both located in Bucharest), V.A. has not been able to find a stable workplace for almost 3 years 
now. He has been temporarily employed, e.g. as a worker on different building sites and as a guardian, but he was 
not paid for the performed work and, thus, he was forced to give up these jobs. At the end of 2012 all the other 
members of V.A.’s family faced serious material constraints and professional insecurity; thus, his 29-year-old son, 
his daughter-in-law – who are sharing the same flat with V.A. and his wife – were unemployed, while the disability 
pensions of the patient’s wife (group 3), amounting at Lei 700, was the only income of the family. The death of the 
patient’s father, his mother’s harsh life in the countryside, his brother’s divorce and difficult existence in the rural 
area – all have accumulated as negative events in the patient’s life recently. 
Behaviour expressivity. Against this background, the patient’s behavior has significantly changed in the last half 
of the year; here are some of his family members statements: if “some time ago he had a drink or two as all men do 
at dinner” (according to his wife), now he has started to drink “with a gang of homeless people” (his son’s opinion) 
and has become “extremely agitated, angry” and irritable so that “no one dares make a comment and whenever he 
kicks up a row, we leave” (according to his daughter); “he yells, gets angry, he even attempted to strangle me” and 
“he does not sleep, stays awake, goes to the toilet quite often at night” (according to his wife).The patient’s 
discontent, which triggers this behaviour, is determined by his being aware of his failure and social and professional 
rejection that he is experiencing at the end of his active career. He “states that society does not help him in any way 
and that nobody is willing to hire him”; he complaints about “having become a man who depends on his family”; the 
status of a person who depends upon his family members’ resources and kindness increases his feeling of self-
dissatisfaction because “he feels useless and he considers that he depends on us.” (according to his son and 
daughter)
Outside the family, the  others  “know  us  as  honest  people  who  have  worked  all  their  life”  (wife).  In  his  
relationships with the others “he has not behaved that badly (he is more reserved) and he feels ashamed somehow” 
(son). His neighbours confirm that the patient is perceived as “a good neighbour”, who does not bother anyone. 
(according to the neighbours from apartments no. 77 and 89) 
Activities performed and degree of involvement. According to the patient’s wife, ever since he started the 
psychiatric treatment, the patient’s health state has improved and he seems more relaxed. The family context has 
also changed in a good way; thus, the son and the daughter-in-law are now employed. Even if the patient spends 
more time with his mother “in the countryside”, in the village of Curcani, he still “oscillates” between living in this 
village or in Bucharest. In the capital city he does not get involved in housework activities and in the countryside he 
is hardly active and not very efficient; he “does not feel like” getting involved in the housework and his involvement 
is always the result of his “mood”. (his daughter’s opinion) 
6. Conclusions 
SFDs required for persons who undergo a psychiatric assessment are actually pieces of evidence for the 
evaluation of their health state. That is why the manner in which the documents are drawn up – i.e. the purpose of 
fieldwork investigation and the manner of approaching cases – cannot be left aside. Thus, social fieldwork 
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documents bring information about the way the patient’s real life is organized, information which cannot be 
disregarded or ignored. This is actually what the present paper attempts to correct. From this point of view the
cognitive matrix and the set of procedures which the paper suggests in the form of a methodological guide support 
the relevant character of the information included in the SFDs. 
References.  
Clasificarea internationala a functionarii, dizabilitatii si sanatatii – ICF. OMS. (2004). Geneva, Bucuresti: MarLink Publishing House, 124-211; 
215-219; 224-227. 
Honrey, K. (2010). Personalitatea nevrotica a epocii noastre. Bucuresti: Ed. Univers. 
Boeree, Dr. C. G. (2002). A Bio-Social Theory of Neurosis"  Retrieved 2009-04-21, from  http://webspace.ship.edu/cgboer/genpsyneurosis.html. 
Nedelcu, M. (2011a). Evaluarea socio-profesionala in expertiza medicala a capacitatii de munca. Revista romana de expertiza medicala, 17(2).  
Nedelcu, M. (2011b ). Ghid de evaluare a autonomiei functionale util in situatiile in care se solicita gradul I. Revista romana de expertiza 
medicala, 17( 1). 
 McDowell,I., & Newell, C.  ( 1987). Measuring Health: A Guide to Rating Scales and Questionnaires, Oxford Univerity Press. 
